
 

SHOC Resource 
Form for mAB 

Events 

 
Requesting Agency Contact Information 

Date:                                Time:    Event:  

Requestor’s Name:  Title:  

Requestor’s Organization: 

Phone #:  Mobile #:   Fax #:  

Email Address:   

mAB Distribution Information 

Will administer per mAB protocols?   Yes       No       Partnered w/Infusion Provider:   Yes       No       

Asserted by:  Partner name:       

Details of Infusion Event (include infusion dates and times, number of patients, requested infusions, and location 
where infusion will occur)   
 
 
 
 
 

mAB Infusion Information 

Number of infusions requested:    Infusions to occur:   On-site at your facility 
    Off-site (Specify):  

Delivery Site Information 

Delivery Address (include facility name, street, city, state and zip): 
 
 

Drop Off Time: 

Delivery Site POC (Point of Contact):                                                           Email: 

POC 24-hour Phone #:   POC Mobile #:   POC Fax #:  

Additional Information or Comments: 

 
 
 
 

 

mAB Infusion Reporting Information 

Is this the first time your site is requesting mAB infusions?    Yes       No       

If answered Yes to first time requesting infusion question, please complete the Clinically Responsible for mAB 
Infusion form and submit with this document 

If answered No to first time requesting infusion question, please answer the following: 

Number of infusions requested in last order: 
 

Number of infusions used from last order: 

For infusions administered, please describe outcomes: 
No. of transfers: 
No. of hospitalizations: 

No. of adverse reactions: 
No. of deaths: 

Please submit this completed form to OEMS@delaware.gov. The remainder of this document is for internal 
processing. 

mailto:OEMS@delaware.gov


Remainder of Document Internal Processing 

Logistics 

Direct Ship:   Yes       No       SHOC Logistics:   Yes       No       

Infusion location:   On-site at requesting facility     Off-site at (specify) ________________________ 

Send to DelVAX or SHOC Logistics for action 

Received by:  
 

SHOC Operations Chief Recommendation: 
 
 
 

Date and Time: 

SHOC Operations Chief Signature: 
 
 
 

 
 


